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CHAPTER I
INTRODUCTION
The Habit Clinic for Child Guidance, Boston, Massachusett
where this study was undertaken, was organized with the same
purpose in mind as other child guidance clinics, namely
the "observation, study, and treatment of childhood behavior
problems."^ A substantial and important part of total treat-
ment consists of the social treatment of the child carried
on largely by the social worker*
Purpose
The purpose of this study is to determine, if possible,
what constitutes social treatment of the * only 1 child in a
child guidance clinic. What part does the social worker play,
in cooperation with the psychiatrist
,
in helping to solve the
problems which this particular group of children present when
coming to the clinic?
Although numerous experts in the field of child
psychology and psychiatry disagree whether or not onliness,
per se, creates a problem in maladjustment, most of them
would agree that there is a potential danger, inherent in the
family constellation, of only children having difficulties
in their behavior and social adaptation. One would assume.
1. Mona Volkert, Habit Clinic History (mimeographed)

therefore, that the only children who are referred to a
child guidance clinic are those in whom the potential problem
has beennurtured by an unwholesome environment*
Method And Scope
In choosing the cases that were to be used in this study,
the writer felt it advisable to limit the definition of only
child to a specific category. An only child, therefore, is
a child, living with both own parents, who has no living
siblings. Consequently, many cases are eliminated from further
study because of the death of one parent, the illegitimacy of
the child, or the separation or divorce of the parents. Like-
wise, only children of subnormal intelligence, as based on
psychological tests given, were not considered. It was felt
that these circumstances would present additional extraneous
problems in adjustment and treatment. Also, inasmuch as this
is a study of treatment, other cases were eliminated in which
either no treatment was attempted or there was lack of suf-
ficient treatment carried on to show any definite picture or
trend.
In choosing the cases to be examined, the writer referred
to the day book which is kept at the clinic. This bodk
contains a record of a chronological list of patients ac-
cepted for full service, i.e., social service, psychological
examination, and psychiatric advice. Included are both new
and reopened cases. Information recorded here includes the

3date of acceptance, the name, age, number of case assigned,
reason for referral, residence, and source of referral.
After noting the number of each case, the writer then referred
to the social history face sheet, appearing in most cases in
the front of each record, to determine the presence or ab-
sence of any sibling under the subheading "Siblings."
In all, the writer examined 458 cases that were or still
are active at the clinic, covering roughly a two-year period
from June, 1942 to September, 1944. (The clinic is closed
during the entire month of August.) Over this two-year period
there were fifty-five only children including the group
eliminated from the study because of one of the characteristics
mentioned above. Out of this number there were twenty-nine
cases of only children fitting the definition set up in this
study. One-half, fifteen, of these cases was chosen at
random for this study.
Material for the case presentations was obtained
through the use of a schedule (see appendix) which gave in-
formation concerning the child's problems, his relationship
to his parents, and the treatment attempted, as well as certain
pertinent background information.
It is worth-while to mention here that, although the
writer endeavored to examine every case active during the
interim selected, allowances had to be made for some few
cases which were out of file at the time the sample was chosen.

Limitations
Because of the relatively few cases, this study is
necessarily limited. Any conclusions that are drawn are
applicable only insofar as the cases studied are concerned.
Because of the subjective nature of the material, it was a
little difficult for the writer to remain completely objective
in her interpretations and evaluations in summaries. Another
factor which made complete objectivity difficult was the lack
of diagnostic impressions or statements in the records coupled
with the unusual length of some of the records. Wherever,
possible, however, the writer has employed the evaluations
and opinions of the psychiatrist and the psychologist who can
be considered experts in their respective fields.
:
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5CHAPTER II
CHILD GUIDANCE CLINICS AND THE HABIT CLINIC
Child Guidance Clinics
As the name would imply, the focal point of treatment in
a child guidance clinic is the child. The parent (usually
the mother) brings the child to the clinic, emphasizing a
specific problem of behavior in the child. In the course
of treating the child, "the close cooperation between the
psychiatrist, the psychologist, and the social worker will
be stressed repeatedly . The line of demarcation of function
between psychiatrist, who is usually the director of the clinic,
and the social worker is quite marKed and yet flexible in most
set-ups. Frequently, the psychiatrist carries on direct
therapy with the child, while the social worker interviews
the mother. The degree to which this is actually carried out
in practice usually varies with the philosophy, experience, and
skills of the individual psychiatrist and social worker con-
cerned .
Children are usually referred to a clinic by their
parents, other social agencies, hospitals, schools, and courts.
It is an accepted part of the philosophy of treatment in all
clinic procedures that consideration of the behavior problems
of children involves much more than the symptom itself.
1. Douglas A. Thom, Habit Clinics for Child Guidance,
p . 3.
#*•
.
. 1 .
'
'
'
.
6.
It Is imperative to consider the total personality in re-
lation to its environment. "The individual and his environment
must be recognized as an indivisible unity." it is important
to mention that a small child is especially dependent on and
involved in an extremely close relationship with his parents
who constitute a most important part of his immediate
environment
•
The Social Worker and Social Treatment
Porter Lee believes that "with the little child, social
psychiatric treatment should be directed mainly towards
environmental difficulties." A most important part of these
environmental difficulties li-es In the realm of parent-child
relationships. The attitudes of parents toward their children
profoundly affect the subsequent adjustment and behavior of
these children. "It is within this field of parent-worker
contacts that the possibilities of treatment success or
failure rest."
4
Numerous studies and investigations have
borne out this fact. Parents’ attitudes must be modified to
a certain extent in order to bring about adjustment in
children who present behavior problems.
2. George A. Stevenson, Child Guidance Clinics
,
p.10.
3. Porter R. Lee and Marion E. Kenworthy, Mental
Hygiene and Social Work, p. 106.
4. Ibid., p. 106
5. See studies of Bronner, Irgens, and V/itmer listed
under Bibliography.

7 4
Lowrey, too, considers this indirect approach to the
problems of children a vital part of total therapy. He speaks
in terms of ’’manipulation of environmental resources and the
,,6influencing of the attitudes of parent." It is usually
quite difficult to determine how far the case worker should
penetrate into the emotional problems of the parents. In
general, the social worker carries on a relationship with the
parent in order to give her a more realistic and better under-
standing of the child’s needs and a better understanding of
how her own attitude and feelings towards the child affect
the latter's behavior. The parent's own personality problems
are the concern of the social worker only insofar as they
affect the total treatment of the child. The worker-parent
relationship, therefore, is merely one tool in the total
treatment
•
The emphasis in the case studies that are presented in
Chapter V is the social treatment carried on by the worker
with the parent. It is worth while
,
therefore, to consider
of what the worker-parent relationship consists. There are
many descriptions and classifications of social treatment that
have been suggested. It should be pointed out that classifi-
cations are necessarily arbitrary since the worker-client
6. Lawson G. Lowrey, ’’Clinical Facilities for the
Study of Personality and Behavior Problems in children." The
Annals of the American Academy of Political and Social
Science, September, 1930, p. 141#

relationship is almost always individualized.
The writer feels, however, that the three basic categories
of social treatment dealing with familial emotional relation-
ships presented by Leona Hambrecht in her discussion of
psychiatric and social treatment are broad enough to cover the
treatment employed in the cases being studied. First there
is supportive therapy which makes possible the mother's re-
lease of feelings, perhaps one of the most important contri-
butions of psychiatric social treatment. In this type of
therapy which is a characteristic of all case work, empathy
or rapport is established between worker and client. The
understanding, acceptance, encouragement, and reassurance of
the worker play an important part. Because of its non-inter-
pretative element, supportive therapy is especially indicated
with mothers who are themselves emotionally disturbed or who
need an outlet for anxiety and guilt feelings. In this con-
nection, the social worker frequently plays the role of a
buffer or an outlet for all the hostility the mother may feel
towards her child. A similar role, too, is played by the
worker in those instances where the psychiatrist carries on
interviews with the mother. The social worker here is able
to interpret to the mother much of the direct advice given by
psychiatrist and gives the mother an opportunity to express her
. 7. Leona M. Hambrecht, "Psychiatric And Social
Treatment: Functions And Correlations," Readings in Social
C ase Work
,
1920-38, Fern Lowrey, Editor, pp. 480-509.

feelings regarding the psychiatrists interpretations.
Supportive therapy lays the groundwork for further insight.
Secondly, there is suggestive and interpretative therapy.
By means of interpretation the mother is helped to a better
understanding of the child 1 s behavior. This interpretation
should not be more complex than can be accepted by the mother
on the basis of material she has already brought out. This
method is used as the mother shows a gradual ability to re-
cognize certain causative factors and relate them to the prob-
lem presented. On the basis of what the mother reveals, the
worker points to further generalizations and conclusions that
can be drawn, with the mother continuing to participate
in the discussion all along.
Thirdly, there is the direct treatment of attitudes
,
which focuses on the mother, herself. It has been emphasized
that this kind of direct treatment is attempted only when
expert psychiatric guidance and advice are accessible. Direct
treatment of attitudes is a tool ordinarily better employed
in psychotherapy rather than in social case work, since it
might succeed in arousing certain feelings which the social
worker is not equipped to handle. If it is undertaken by the
social worker, clients with mild personality deviations only
should be chosen. Clients with more serious emotional dif-
ficulties should be referred to some psychiatric clinic
for psychiatric help.

10
Variations of the first two types of treatment, supportive
and interpretative, have been employed in the cases studiedo
It is important to point out at this time that all social
treatment entails the worker* s knowledge and use of community
agencies and resources for both the child and other members of
the family. These resources include hospitals and clinics for
general medical treatment, recreation, centers, nursery schools,
boarding schools, arrangements for temporary care outside the
home in foster homes, and camp placements . The social worker's
goal here is the manipulation of the so-called impersonal en-
vironment to enable the client, child or mother, to make
constructive use of such resources as part of the total
treatment*
In order to successfully carry on the cooperative treat-
ment process in which the psychiatrist sees the child and the
social worker interviews the mother, it is necessary to have
treatment conferences from time to time which serve in a sense
as periodic evaluation of the progress of treatment.
It is hoped that through long-time social treatment,
therefore, the child will have benefited in two ways. First,
because of the help given to the mother by the social worker,
the mother will have the capacity for greater freedom in the
expression of her positive feelings for the child. Secondly,
through the medium of certain community resources, the child
is helped by the social worker to find wholesome sublimations
for certain of his needs which cannot be met directly in
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the home.
Habit Clinic for Child Guidance
The Habit Clinic for Child Guidance was started in
December, 1921. Dr. Richard M. Smith, a pediatrician,
Drs. C. Macfie Campbell and Douglas A. Thom, psychiatrists,
together with Miss Esther Barrows, a social worker interested
in the Baby Hygiene Association, organized the original plan.
"The Clinic was the gradual outgrowth of a long-felt need on
the part of doctors, nurses, and parents for the same type of
scientific help in personality problems that they could obtain
in physical care. n& Originally, the focus of work essentially
was the pre-school age. Gradually, as increasing need was
evidenced for more intensive treatment of personality and
behavior problems of older children, the age limit was extend-
ed, first to ten, and later to twelve. Dr. Douglas A. Thom
was the original director of the clinic and continued in this
capacity to play a vital part in the growth of the clinic
until January, 1943, at which time he was granted a leave
of absence to enter the armed services. Dr. Harvey Spencer
became Acting Director then until December, 1943, when he
resigned from the staff. Dr. Lucie Jessner, the present
Acting Director, then assumed her new position.
8 The Habit Clinic for Child Guidance, leaflet.
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It Is interesting to note that a similar trend to that
which had become evident in other child guidance clinics had
become evident in the Habit Clinic procedure. The Annual
Report of the Habit Clinic for 1943 stated that more and more
cases were being carried on with the psychiatrist seeing the
child while the social worker saw the mother at the clinic. The
Social Service Department therefore assumed a more dynamic
treatment role in their contacts with parents at the Clinic.
Previous to this time, the social worker saw the parent in a
rather informal manner without specific appointments being
made by the parent to see the worker. The social worker ob-
tained social history background to aid the psychiatrist,
arranged for the use of environmental resources, and in
general, reinforced the psychiatrists work rather than carry-
ing on direct work with the parent herself. The thinking be-
hind the change in technique is as follows:
It is hoped that we may be able to work out in the
coming year methods of carrying on treatment which
will be flexible enough to give the maximum help to
each child referred to the clinic. We have mentioned
the more active part that the social workers are now
playing in treatment. It should be kept in mind,
however, that the division of treatment between
psychiatrist and social worker is much more natural
in the case of an older child than when dealing with
a child of pre-school age, where the relationship of
mother and child is very close, and the child is not
yet making an effort to establish independence. Thus
we do not want to set up one arbitrary method of hand-
ling all cases, but to work out a variety of approaches
which will fit the special problems that come to our
attention.
9
9. Habit Clinic for Child Guidance, Annual Report
.
Boston: 1943 (mimeographed) p.7.
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Again, in the Report issued at the end of the year, 1944,
there is a crystallization of the thought expressed previously.
During this year, there was a noticeable increase in office
interviews carried on by the social service workers, as well as
a reduction in home visits.
This change in interviewing practices is an outgrowth
of a change in the concept of social service work in a
child guidance clinic. No longer is the social service
function mainly that of history taking, securing hospital
reports. • .but it has become an integral part of the whole
treatment plan to help the parent in the modification of
his attitudes toward his child 1 s problems and so to
improve his methods of handling the child. We have given
considerable thought to a planned cooperation between the
psychiatrist and social worker, yet tried to keep away
from any rigid division of functions. We have used these
general principles to guide our practices.
1. Parent as well as child needs a particular
person to work with as we believe that one of the
strongest elements in successful therapy is a sus-
tained warm and accepting relationship and that this
often counts even more than specific advice and
instructions
.
2. There are many reasons why this relationship
often cannot be successfully carried on by the same
person with both parent and child because often the
underlying disturbances of the child are due to a
poor relationship between parent and child which can
be better handled when the treatment can be divided.
3. For purposes of making the best use of the
time that parent and child are in the clinic it is
more efficient for the parent to be seen while the
child is also being treated. Our increased stress
on the need for modifying parents* attitudes and
feelings, rather than giving specific advice, has
made an increase in the length of time allotted
for interviews necessary.10
D-. Habit Clinic for Child Guidance, Annual Report.
Boston: 1944 (mimeographed) p.14.

Usually the social worker arranges for the mother to come
into the clinic for the first time alone without the child.
During this first interview, social history information is
obtained from the mother (or father, sometimes both)* The
mother has an opportunity to present her problem, and social
worker has the opportunity to describe the function of the
clinic and the services that the clinic can offer. Although
it is important to obtain the social history information,
the first and foremost consideration is the relationship to be
established between worker and mother, who becomes her client.
Since treatment can be said to begin with the initial contact
in the first interview, the relationship established becomes
a therapeutic tool in itself. Nothing is done that would
jeopardize this relationship. Therefore, if for some reason,
such as the resistance or ambivalence of a mother about com-
ing to the clinic and starting treatment, it is deemed in-
advisable to obtain social history information, no attempt
is made to do so until the client appears ready for it.
Staff conferences at the Habib Clinic are a vital part of
the educative and treatment process. Cases are presented at
conferences held every week. A case is "conferenced” at a
time when it seems important from point of view cf the course
11. See Appendix, II
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and goal of treatment or for some specific need that arises
suddenly, necessitating new and different planning. All
members of the staff are present as well as any representatives
of other social agencies or schools who are interested in some
way in the child (or his family) being considered in the
conference. The psychiatrist, psychologist, and social worker
all participate actively in the presentation of the case
material.
Among the important environmental influences and resources
used in the social treatment of the child at the Clinic is the
camp placements. It is perhaps interesting to point out that
during the year 1943 more that fifty children out of 239
children seen at the clinic attended camp. Mention of the
value of camp is made in both the 1943 and 1944 Reports.
"The values of camp vary for different children, from something
as practical as fresh vegetables and good fresh air to some-
thing less tangible in achieving of independence away from over-
attached parents.' 1 - 2 Again in 1944, it is stated that "camps
or schools give a temporary change of environment which is
very helpful in determining the effect such a change makes on
the child* s problem. Helen Ross, research assistant at the
Institute for Psychoanalysis, Chicago, in an article on the
12. Annual Report
,
op. cit., p. 10
13. Habit Clinic for Child Guidance, Annual Report ;
Boston: 1944, p. 14.

contribution of the camp to the emotional development of the
14
child agrees with these opinions.
It is perhaps worth while here to discuss briefly the
nature of psychological testing at the Clinic since the
majority of the children chosen for this iudy were given a
battery of tests at the Clinic. In some cases where the
children have been tested recently either by the school depart
ment or by another agency, it is not necessary to repeat this
procedure upon referral to the Clinic. Among the tests used
are the Revised Stanford-Binet Scale, the Merrill-P aimer
Scale for pre-3chool children, the Wechsler-Bellevue Test,
as well as numerous performance and supplementary verbal tests
The advisability of retesting children at frequent intervals
is noted. This is especially important in the case of child-
ren with emotional difficulties which may cloud the picture
at the time they are referred. Recently too, a new series
of tests, the Thematic Apperception Tests, as well as the
Rorschach Tests have been administered to certain children
upon the suggestion of the psychiatrist.
Physical examinations are sometimes given to the children
by the psychiatrist. However, there is a pediatrician
available to the clinic part time to administer more thorough
examinations. Referrals are also made to other clinics and
14. Helen Ross, MWhat Can the Camp Contribute to
.
the Emotional Development of tbe Child?” Camping Magazine
,
March, 1938, pp. 3-5, 28-29.
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hospitals for specialized medical services, such as
neurological examinations.
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CHAPTER III
THEORIES AND STUDIES OF ONLY CHILDREN
Theories
There appears to much indecision concerning the problems
that ! onliness* present. There are, however, certain charac-
teristics which many writers believe may be more typical of
only children than of children in different family constel-
lations. Particularly have certain authorities emphasized
the social inadequacies and maladjustment of the only child.
Reviewing various studies of only children, Charlotte Buhler,
Viennese child psychologist has concluded "They are nervous,
talkative, anti-social either in a passive or an active
manner, timid or dictatorial. They are not popular with other
children.
Although Nimkoff^ believes that the only child is likely
to enjoy more advantages than others, such as better education-
al opportunities and other economic advantages, nevertheless,
he, too, feels that they have a difficult time in their later
social adjustments away from home. Because they have no
rival or competition from other children in the home, they do
not learn to make certain concessions to their wishes, and
1. Charlotte Buhler, ’’The Social Behavior of the
Child,” Handbook of Cnild Psychology, Carl Murchison, Editor,
P. 420.
2* M.F. Nimkoff, The Family
, pp. 228-232.

thus they never learn the give-and-take of social living.
Anna Wolf supports this view in The Parents > Manual .
5
She believes that the only child is frequently spoiled and
overindulged. Because he has been forced to obtain almost
all of his satisfaction and pleasure through pleasing his
parents, he is frequently not popular with other children.
Besides difficulties in social contacts, there are difficultie
"inherent in any triangular situation, where the child is the
„4
extra spoke in the wheel.
Louttit, upon reviewing some literature on the only
child, concludes with the statement, "In individual cases,
the close contact between the only child and his parents
offers an excellent opportunity for the development of
difficulties based upon failure to win independence." 5
Adler notes this same difficulty in the following statement:
"He (the only child) is threatened with the danger of being
thwarted in his development by the excessive love and anxiety
of his parents." 0
Kanner concedes that the only child is apt to be more
exposed to parental over solicitude and overindulgence than
3. Anna M. Wolf, The Parents Manual
, pp . 116-118.
4. Ibid., p. 118.
5. C. M. Louttit, Clinical Psychology
, p. 285.
6. Alfred Adler and Associates, Guiding the Child on
the Principle
s
of Individual Psychology
, p. 1S8
.
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other children; yet, at the same time, he stresses that it is
hardly ever the fact of onliness alone that gives rise to the
existing difficulties.' Many writers, too, emphasize that
because of excess of attention lavished on the only child, he
is prone to be egotistical and selfish in his social contacts.
Susan Isaacs speaks of the three-fold problem with which
the only child is confronted. All children, during their
first few years, go through certain phantasies of loss of their
mother's love or punishment from their father's anger » Their
fears become crystallized when a younger sibling is born.
However, after a while, with wise handling by their parents,
they come to realize that their parents still love them, the
older ones, as well as the newly born child. The only child,
on the other hand, although he does not suffer the crisis of
the real event of being dethroned by a new baby, nevertheless,
continually holds on to his original phantasy since there is
no reality situation to dispel it.
Secondly, because the only child enjoys more or less
of a monopoly of his parents' attention, he is left quite
unable to tolerate the least denial of his wishes or demands.
Thirdly, the only child lacks companionship of those
near his own age in his family, with whom he can become allied
against the grown-up world and with whom he can share his
7. Leo Kanner, Child Psychiatry, p. 99.

21
disappointments and joys, and thus many of his social
experiences
,
8
Many of the psychoanalytic school disagree on various
birth order characteristics. Yet it is interesting to re-
view what they have said about the problems of the only
child. Plugel offers the following theory:
The amount of love that a parent can bestow upon
a child is limited by the amount of affection and in-
terest which he bestows upon other persons and other
things. The parent who has no other occupation in
life than the care of his or her child is usually
bound to this child by emotional ties of a much closer,
more intimate and more intensive nature than is one
whose energies are partially absorbed by outside inter-
ests and occupations. The parent of a single child
will, as a rule, be more strongly attached to that
child than the parent of many children will be to any-
one of his... There can be little doubt that in the
case of the only child, the emancipation of the indivi-
dual from the family influences may frequently present
more than the usual amount of difficulty; where this
is so, the tendencies towards emancipation will need
a correspondingly greater amount of assistance and
encouragement •
9
Again Brill believes that the only child is subjected
to a special environment whether wilfully planned or not. In
the triangular family constellation, the only child frequently
fills the emotional gap in the parent-parent relationship
and thus becomes a pawn between them. Then too, the only
child is in a particularly difficult position to detach him-
self, that is his libido, from his mother, since he is in
many cases almost overwhelmed by her attention and affection,,
8. Susan Isaacs, The Nursery Years
, pp. 90-92.
9 0 J. C. Flugel, The Psychoanalytic Study of the
Family, pp. 157-222. =====_ .

Therefore, the child can do very little on his own initiative,
but is largely dependent on his mother* s influence, conscious
or unconscious as it may be.-^
Studies of Only Children
Perhaps one of the earliest studies recorded in this
country was that of Bohannon, a psychologist, at Clark
University in 1998. Bohannon’s findings were that only child-
ren are mentally, physically, and socially inferior to other
children. He felt, on the basis of his study, that only
children are below average in their school work, more affec-
tionate and more selfish than other children. Their social
relations were more frequently characterized by friction.
Their home treatment consisted of extreme overindulgence
•
Many of these only children indulged in phantasies and imagin-
ary friends. Bohannon’s method of choosing the children for
the study may be criticized. It may be said that the group
selected for study was not a truly representative sample of
only children. Questionnaires were sent to students in nor-
mal schools asking for information about only children, only
boys or girls in a family composed of several members of the
other sex, and twins. This information did not concern the
student himself, but was about someone he knew. There was
a strong likelihood, that they chose only the outstanding
cases of only children known to them. There were 481 children
10. A. A. Brill, Fundamental Conceptions of
Psychoanalysis, pp. 279-296.
-~
-
—
-
studied, of whom 1580 were only children,
In 1926 Stuart administered Colgate Mental Hygiene Tests
to 465 college men, of whom eighty-one were only children.
There was little variation in response to the test shown by
1 9the only children in comparison to the rest of the group*
In 1927, Goodenough and Leahy^ made two studies on
birth order. One was a study of 322 cases referred to the
Minneapolis Child Guidance Clinic during a year. Forty-one
of this group were only children. The investigators found the
only children slightly more nervous, fearful, and negativistic
than the others. There was also a slightly higher percentage
of food fads, sleep disturbances, enuresis, and temper tantrums
among the only children. The next study by these same inves-
tigators consisted of 293 kindergarten children, forty-six
of whom were only children. Compared to the whole group the
only children were found to be more self-confident and
11. E, W. Bohannon, "The Only Child in A Family,”
The Pedagogical Seminary, April, 1898, pp. 306-310.
12* J. C, Stuart, "Data on the Alleged Psychopathol-
ogy of the Only Child, Journal ofAbnormal Psychology and
Social Psychology, January, 1926, p. 441.
13* F.L, Goodenough andA.M. Leahy, "The Effect of
Certain Family Relationships upon the Development of Personal-
ity,” The Pedagogical Seminary: March, 1927, pp. 45-71 •

aggressive, more desirous of affection, and more distractible
and excitable, showing greater fluctuation in mood than the
others. Also, the only children were found to have less
undesirable behavior than the group of eldest children.
Fenton, 14 in 1928, studied a group of 193 children in the
kindergarten and lower grades based on teachers’ ratings. He
found that only children showed fewer nervous symptoms than
did any other group. There were thirty-four only children in
this group. Fenton concluded that his results may be an indi-
cation of the fact that only children may be superior to others
or that their parents are aware of the problems of only child-
ren and have attempted to compensate for this peculiar situa-
tion.
Anne Ward,!^ at the Smith School of Social Work studied
a group of one hundred only children, living at home with both
parents, through case records of the Institute for Child
Guidance, New York, and other clinics under the Commonwealth
Fund, comparing the only children with those in various other
ordinal positions in respect to certain characteristics. It
was found that only children were notably younger than clinic
patients as a whole; they ranked higher in intelligence than
14. Norman Fenton, nThe Only Child,” The Pedagogical
Seminary
,
December, 1928, pp. 546-554.
15.
Anne Ward, ’’The Only Child: a Study of One
Hundred Only Children Referred to a Child Guidance Clinic,”
Smith College Studies in Social Work, September, 1930,
pp. 41-66.
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the total clinic group; their problem behavior was very-
similar to that of all the clinic children living at home with
both parents except there was a much smaller percentage of
stealing, lying, and truancy in the only children, which can
partly be explained by their age, partly due to the sheltered
environment in which they live. Compared with a control
group of three -child families the only children showed a higher
percentage of restlessness and overactivity, crying, nail-
biting, and school difficulties,
John Levy, ^studied behavior problems of 785 Chicago
school children in 1931 and compared the incidence of only
children among a large group of clinic cases and among a
control group of 35,000 non-problem children. He concluded
that the distribution of children’s problems appeared to be
for the most part independent of the size of family.
An interesting study was conducted in 1940 by W, P,
Carter,^ He compared a group of sixty-eight only children
with ninety-five middle children in an attempt to ascertain
how their parental treatment varied. One might question the
objectivity in securing information for this study since he
16* John Levy, "A Comparative Study of Behavior
Problems in Relation to Family Constellation," American Journal
of Psychi atry, January, 1931, pp, 637-654,
17, William Paul Carter, The Only Child in the Family
—A Comparison with Other Orders of Birth, Prlvat e^TUdlti on,
distributed by the University of Chicago Libraries, Chicago,
1940.
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had 4,064 college students from various colleges complete
certain schedules, from which he drew his final sample. The
majority of only children were found to be treated much the
same as the oldest, youngest, and middle groups by their
parents, to participate as fully and normally in group life
after the pre-school period, and to be as well adjusted in
their social relations as any other children. The mere fact
of being an only child was not found to be a significant factor
in producing an isolated or unadjusted person during grade,
high, school, and college periods.
These studies, it would appear, reveal certain conflict-
ing results* Bohannon is perhaps the only investigator who
takes a decidedly negative attitude in showing that the only
child presents more problems than other children. The remain-
ing studies show that only children vary, generally speaking,
from other children, but only to a slight degree and not
always unfavorably.
In summing up the opinions expressed by the various
theorists, it is noted that the main handicaps with which only
children are confronted are lack of companionship and associa-
tion with children of the same age, a lack of early practice
in social adaptability, and an excess or over-saturation of
interest and attention from their parents so that they have
difficulty in their strivings to grow up and away from their
parents to be independent. It is relevant to point out that
onliness in itself does not necessarily give rise to these
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problems, but rather onliness plus a combination of environ-
mental factors, including attitudes, produce these difficul-
ties.
Treatment
Little can be found in the literature concerning the
treatment of the problems of the only child. There are,
however, some suggestions that have been made. In talking
about the difficulties ah only child will have in emancipating
18himself from his parents, Plugel does mention that the child
will need a great amount of assistance and encouragement, and
,
one can assume, therefore, that the parents will need a great
amount of assistance and help in being able to relinquish this
hold that they have on the child.
19Brill feels that at a very early age the child should be
made to associate with other children and should not be satu-
rated with parental attention. Louttit 20 says that "the
nursery school promises to be the salvation of an only child
in that it supplies him with an abundance of social opportunity
of a natural and spontaneous sort.” Anna Wolf emphasizes
this feeling, too. She believes that the nursery school,
18. Plugel, op. cit., pp. 18-19
19. Brill, op. cit., p. 19
20. Louttit, op. cit. p. 17
21. Wolf, op. cit., p. 16
.

kindergarten, and play group offer at least a substitute for
life in a larger family. It is necessary to help the only
child find compensation in wider interests than the immediate
family circle.
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CHAPTER IV
DESCRIPTION OF THE GROUP
The age distribution of the group studied ranges from
two and one -half to nine years and four months at time of
the first application. The distribution is illustrated as
follows s
TABLE I
AGE WHEN REFERRED
Age No. of Cases
0-2.9 2
3. 0-5.
9
5
6. 0-9. 8
Total IS
It can be seen that the largest age group lies between
six years and nine. This correlates with the statistics
for both the years 1943 and 1944^ at the Clinic, since dur-
ing these years the greatest number of active cases fell
within this age group. It is worth while to mention the
absence of any children older than nine in the group studied.
This may possibly be attributed to the fact that only child-
ren exhibit difficulties at an earlier age or that their
parents are more concerned about their behavior than are
parents of larger families and thus attempt to find help
1. Habit Clinic for Child Guidance, Annual Report
Boston: 1944, p. 7.
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earlier. However, with as small a group as fifteen, one does
not know whether only children in other years fell in this
age group or not. Fifteen is a number too small to be
statistically reliable.
Sources of Referral of these cases are, in general, in
line with total clinic referrals as seen in a typical Annual
Report
TABLE II
SOURCE OF REFERRAL
Parents
~
~9
Social Service Agencies 4
(including hospitals)
School 1
Physician 1
Total 15
Length of treatment varies considerably in these cases.
The minimum period in which treatment was carried on is
five months, and the maximum is three years, although seven
of these cases are still active for an indefinite period of
time.
The sex of the group is about evenly divided, since there
are eight boys and seven girls in the total group.
The I. QJ s of the group are all within the normal and
above-normal range, running from 85 to 144 on twelve children
who received numerical ratings with a mean I. Q. of 115, while
the three pre-school children rated from high normal to very
2. Ibid.
,
o. 7.
ff

superior in intelligence. It should be remembered that the
one low score, 85, was one that was questioned because of
the emotional implications. As yet, no retest has been given
to this child.
TABLE III
OCCURRENCE OP PROBLEMS IN THE CHILDREN STUDIED
Type of Problem No. of Cases Total No. of Problems
Personality and Behavior
Problems 31
Overdependency 8
Attention-gaining
Mechanisms 8
Overactivity 4
Pears 4
Daydreaming 3
Temper Tantrums 2
Stealing 1
Sex Play 1
Habit Problems 27
Eating Difficulties 7
Sleeping Difficulties 4
Thumb sucking 4
Enuresis 4
Tic s 3
Nail-biting 2
Vomiting 1
Masturbating 1
Constipation 1
Difficulties in Social Con-
tacts with Other Children 18
Outside of School 11
In school 7
In Table III no allowance is made for the severity of the
problem since the degree of difficulty is almost impossible for
the writer to evaluate objectively. It is hoped that in the
case summaries and interpretations to follow some of this
,•
•-
.
. i } l ctii c J
.
i 3
32
information can be obtained. It will be noted that all of the
children show more than one specific problem. The above table
shows not only the number of cases having a specific problem
but also various generalized classifications of these problems
as well as the total number of problems presented.
In the above table, the writer has emphasized difficul-
ties in social contacts with other children as a separate
group of problems apart from the classification of Personality
and Behavior Problems, It was felt that difficulties in
social contacts was a much more generalized type of problem
than any one of the specific behavior problems listed in the
second category of the table. Certainly, it is evident that
specific personality disturbances, such as 'over-dependency’
and 'attention-gaining mechanisms 1 lead to overall difficul-
ties in social adjustment with other children.
The difference between the total number of personality
and behavior problems (thirty-one) and the total number of
habit problems (twenty-seven) is very slight. Thirteen of
the fifteen children studied show both habit and personality
3problems. Concerning this, English and Pearson say
A child may attempt to solve his psychic conflicts
through disorders of the physiological functions of his
body. He also may attempt to solve them by disturbances
in his relationships with other people; i.e., the signs
of his emotional difficulties may express themselves in
his social behavior.
3. 0. SpurgeonEnglish and Gerald H. J, Pearson,
Common Neuroses of Children and Adults
,
New York: 1937 p. 139.
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Both types of problems, habit and. behavior, indicate
some unsatisfied need on the part of the child. Certain de-
privations suffered by children during the first few years
of their life tend to make them cling to infantile means of
gratification, such as thumbsucking, nail-biting, masturbating.
Also, if young children experience a deprivation of love,
they frequently will resort to a type of a social behavior,
such as overactivity, aggressiveness, temper tantrums, and
attention-gaining mechanisms in seeking a solution for their
emotional conflicts.
It is interesting perhaps to point out certain specific
problems that are evident in many of the children studied.
One problem emphasized in eight cases is that of over-
dependency. By over-dependency is meant a parent-child
relationship in which the child is unable to do things for
himself that one would expect of the normal child of that
age. For example, there is the nine-year old boy who insists
that his father tie his shoelaces and the eight -year old
boy who insists that his mother accompany him to the bath-
room, feed him, and sleep with him. Because this type of
child is lacking in some basic satisfaction, he still will
retain the infantile behavior of clinging to his parent in an
effort to meet that need, and he will be unable to act grown
up or independent in the sense that he cannot enter into a
responsible give-and-take relationship with other children.
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In these eight cases of over-dependency emphasis was placed
in the case records on the child’s need for emancipation from
the enmeshing hold of his parent. It is interesting that
seven of these eight children resorted to attention-gaining
mechanisms, both positive and negative, in an effort to solve
their conflicts. Both negativism and demanding of constant
attention were equally common, Negativism, which here in-
cludes stubborness, rebelliousness, and destructiveness, is
like many other problems, a symptom of great dissatisfaction
in the child.
One can see the relationship of such personality problems
as those mentioned above and certain habit problems, such as
eating difficulties. Food difficulties here include poor
appetite, coaxing on the part of mother, food fads, dilly-
dallying over food, and the like. English and Pearson ^ point
out that sometimes when a parent coaxes a child to eat, the
child finds that he gains more attention and interest from
not eating than from eating. Also, these authors point out
the very close relationship between eating and sucking, both
oral activities. In very dependent children, as are many of
these only children, such as the eight mentioned above, one
would expect, then to find both personality and behavior prob-
lems on the oral level.
As the theories and studies briefly reviewed in the
preceding chapter emphasized, children who show extremely de-
4. Ibid., pp. 82-96.

pendent behavior at home cannot be expected to evidence
satisfactory social behavior with other children. Therefore,
all of the behavior problems acted out at home culminate
in difficulties in social contacts with other children. This
category in itself is quite broad and general and is taken
to include such behavior as "Other children gang up on him;"
"He comes home crying all the time after other children hit
him;" "He'll do anything to annoy other children--pinch them,
tease them, and hit them."
This type of problem includes extreme aggressive behavior
with other children and also having no friends at all and
being "socially ostracized." It occurs both in school and
while at play. One could speculate that there is slightly
less evidence of this behavior in school than elsewhere
because of the necessary restrictions placed on the children
in school
.
The social worker attempts to help solve the problems
enumerated in Table III by trying to make the parent-child
relationship a more wholesome one and by trying to find
environmental resources as an outlet for the child's needs.
A more detailed discussion of this procedure will be presented
in the chapter entitled "Social Treatment."
*.
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CHAPTER V
SOCIAL TREATMENT
Case Studies and Interpretations
It is hoped that these summaries of case material will
bring into focus the problems presented by this group of only
children, as well as certain pertinent background information,
and the role of the social worker in the social treatrent.
Certain factors, such as the influencing of mothers'
attitudes and manipulation of the impersonal environment will
be emphasized in these presentations since they constitute the
major part of social treatment.
Some Pre-school Children
Case 1
Dotty, a two and one-half year old dark-haired,
attractive little Jewish girl was referred to the clinic
by her mother at the suggestion of the Children's
Hospital. Mother complained that Dotty's behavior was
uncontrollable. She was extremely negativistic
,
dis-
obedient, had screaming spells, and had recently become
enuretic again. She also presented feeding and sleeping
problems, and was unable to get along with other children,
but frequently hit them for no obvious reason. On the
Merrill-Palm.er Scale, Dotty showed high average to
superior intelligence, and apparently got along satis-
factorily and was well liked outside of the family.
Mother, age 26, obviously and admittedly a very
jittery, unstable person, felt that she was on the verge
of a nervous breakdown because of the child's behavior.
She and the child constantly clashed and upset each other
during the entire day. Mother had experienced a very
unhappy and unstable childhood, and had never been able
to get along with people herself, so that she had few
friends. Father, age 30, an electrical store manager,
suffered from hypertension and was always tired or busy
so that he had little contact with Dotty, although
,h - ) * T«* ?. i
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she was very fond of him. Mother had thought of sending
the child away because she could not put up with her any
longer. Dotty copied mother’s expressions, such as,
'^E’ll knock your teeth out." Dotty bit her nails, for
which mother slapped her, although mother admitted that
the child had gotten the habit from her. Mother blamed
herself for the child's behavior at times, admitting
that she could not control her hostility towards Dotty*
Social treatment centered around helping mother to
understand the child’s behavior as a reaction to the
mother’s attitude towards her. It was felt that mother
needed some emotional relief for her own problems, and
therefore had been taking it out on Dotty. Apparently
Dotty’s negativism and aggression were reactions to her
mother’s hostility and rejection. For Dotty seemed
actually to enjoy her mother’s reaction of crankiness
and irritability towards this behavior. Workerl helped
to relieve some of the pressure on both mother and child
by arranging a nursery school placement for Dotty. Dotty
adjusted well here after some initial difficulty. Mother
seemed obviously glad that the child remained there all
day, as she was able to relax and enjoy herself with her
friends for the first time in years. An effort was
made by the worker to help mother make use of this leisure
time for herself. An attempt was made to give mother
some insight into the fact that her own irritability and
concern over the child made the latter react the way she
did. Thus mother was advised to pay less attention to
these outbursts. Worker also gave mother some reassurance
about her role as a mother, as the latter obviously felt
somewhat guilty about her attitude towards the child.
In their contacts the worker served as an outlet for
some of mother’s hostile feelings towards Dotty, thus
diverting them from the child.
However, mother kept only sporadic appointments over
a period of time when specific problems arose. Mother
seemed reluctant to share responsibility with the clinic
in helping the child, and preferred to remain dependent
on the worker to tell her what to do. Treatment had
begun in June, 1942 and continued through October, 1943.
In September, 1943, mother gave birth to a boy, her
second child, and it was felt that the arrival of this
baby contributed in a sense to the total treatment as
mother had become somewhat calmed and her nagging was
diverted somewhat from Dotty due to her responsibility
and duties with the baby. Dotty was given support by
1. In the following case presentations, the social
will be referred to as "worker."

the psychiatrist until after the baby was born, when
contact with the clinic was terminated.
It was felt that in social treatment the worker helped
mother to see some of the positive or good points in the
child so that she was better able to accept some of the child
negative behavior. Dotty, consequently, reacted to this
change in attitude of her mother by becoming quieter, less
aggressive, and better behaved. In addition, she became more
socialized through the nursery school. Dotty showed some
improvement, too, in that she no longer showed any of the
symptoms or behavior problem for which she had been referred.
Mother seemed to project less of her own feeling onto the
child although she still lacked some consistency of attitude
toward the child. She was encouraged to continue to show a
certain ease and steadiness in her attitude towards the child
Contact was terminated since the psychiatrist did not believe
that Dotty or mother could accept further treatment at the
time.
Therapy was both supportive and interpretative with the
former type of treatment being of greater value. The use
of nursery school as an environmental aid was helpful.
Case 2
Ruth, another two and one-half year old attractive
little Jewish girl, was referred to the clinic by her
mother because of poor sleeping habits, nightmares, and
certain fears of animals, notably dogs, Ruth was
constantly demanding of attention and affection from her
parents, screamed if ignored, and was "extremely de-
pendent, even for one so young." She was restless and
negativistic in her behavior. She cried if left alone
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during the night after being taken to the bathroom and
would even ask her mother to "wipe away her tears."
Ruth could not play by herself and was afraid to let
mother out of her sight. Ruth always let older children
dominate her and usually followed other children quite
submissively. On the Merrill-Palmer Scale in psycho-
logical tests, Ruth received a superior rating.
Mother, age 32, was extremely oversolicitous of
Ruth and fearful of permitting her to play even in the
yard alone. She handled the child quite inconsistently
and usually appeased her as the easiest way out by
yielding to her every wish. Father, age 40, a war
worker, was an extremely nervous individual who had
certain rigid preconceived ideas of what a child should
do and how she should behave, and demanded that she
be a model child at all times.
It was felt that both parents had too rigid expecta-
tions of what children should be and do. Social treat-
ment consisted in part of giving mother some acceptance
for her anxieties and allowing her to express her fears
freely. An effort was made to show both parents (who
came to the clinic together for several interviews) the
need for more consistent handling of the child’s behavior.
Also, the parents were encouraged to allow Ruth to develop
her spontaneity and her own capacity to do things at a rat
natural and normal for her. Mother was able to see that
Ruth should be allowed a little more independence and
that it was important for a growing child to play with
her own contemporaries, rather than to be with mother
constantly. Mother was advised to stay out of some of
the child’s play. Arrangements were also made for Ruth
to enter nursery school.
During the interviews, mother was allowed to express
her own dissatisfaction with a lack of social activities
and her feeling of being tied down to her home. Mother
was encouraged to find suitable outlets for her own
needs for recreation and thus divert some attention from
the child. The case was active from April, 1943 to
April, 1944.
At this time Ruth’s behavior showed some change as
mother felt she was less negativistic
,
partly as the
result of mother’s lessening of the focus on petty de-
tails of the child’s behavior. Father, too, felt more
relaxed and not so concerned about his expectations

from Ruth# Ruth, herself, seemed happier and better
able to play with other children simultaneously with
mother* s granting her more freedom to play with other
children.
Here a good deal of the social treatment consisted of
educating the parents concerning the child’s needs in an ef-
fort to interpret her behavior to them. Mother was given
reassurance and support concerning her own feelings, and an
effort was made to help mother directly in planning recreation
to meet her needs. In the way of recreational facilities
and environmental resources, a nursery school placement was
arranged for the child.
In this case supportive therapy plus the use of the
nursery school resource appear to be sufficient to bring
about satisfactory results. There was no need for interpreta-
tive therapy.
Case 3
Betty, a three-year old Protestant little girl, was
referred to the clinic because of negativism, poor
sleeping habits, enuresis, and constipation. She was a
tiny, wiry, very active little girl, who enjoyed play-
ing with other children, but was inclined to be a little
selfish with others. She was quite stubborn and dis-
obedient, especially in regard to eating and defecating.
She frequently had temper tantrums and would resort to
any means in order to get her mother's attention. She
was a very affectionate child and both parents lavished
their affection on her. Betty received a very superior
rating on the Merrill-Palmer Scale in psychological
tests
.
Both parents came to the clinic together in an
effort to obtain advice about their child’s training.
They had a great many theories about bringing up a child,
but were constantly concerned and agitated by small
annoyances. Father, age 34, seemed to be the more stable
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person of the two. Mother, age 50, suffered from a
thyroid condition and was an extremely nervous person.
She was fearful that she was not handling Betty in the
proper way and that the latter would become nervous like
her.
The psychiatrist felt that "mother demands a high
standard of conduct from Betty and finds it almost intoler-
able when she sees a little naughtiness." It was also
felt that mother had the wish and need to dominate the
child and, therefore, found it difficult to accept Betty’s
gradually increasing independence as normal behavior.
The worker here helped to arrange for nursery school
for Betty and attempted to give mother some explanation
of the normalcy of this negativistic phase of the child’s
life. Mother was also advised to pay less attention to
petty details of the child’s behavior and to recognize
her need to grow up and be a little more independent and
do things for herself. The case was active from November,
1943 to April, 1944.
In this particular case it will be noted that the worker
played perhaps a minor role in helping to arrange for nursery
school facilities and giving mother some reassurance concern-
ing Betty’s problems and the normalcy of some of this behavior.
In this case, more so than in some others, the psychiatrist
played a more active role with the mother than did the worker.
Mother withdrew from treatment at the clinic because of her
own ill health and because some of the symptoms had been
cleared up at a time when the psychiatrist had suggested treat-
ment with the mother be carried on by the worker. At the end
of treatment, Betty’s sleep had improved somewhat; she had
fewer temper tantrums; there was no longer any need for
enemas; and she rarely wet her bed.
Because of mother’s ill health (partly functional)
8

there was no opportunity to employ interpretative therapy*
Treatment, therefore, consisted of supportive help in ad-
dition to the nursery school aid#
It is interesting to note at this point, in view of the
three cases of very young children presented, that parent-
child relationship here is very close* This is due in a
large measure to the fact that the very young child is ex-
tremely dependent on his mother in order to satisfy his needs
and is not as able as older children to make use of other
environmental resources as substitute satisfactions. There-
fore, it is perhaps quite natural and understandable that the
psychiatrist who endeavors to help the small child should
also attempt to influence the mother’s close relationship
to this child*
Some Cases of Children Beginning School
Case 4
Judy, a five-year old Jewish girl, was referred
to the clinic by her mother because of crankiness,
disobedience, and habits of chewing and sucking®
She was a frail, pretty, delicate-looking girl who
seemed quite frightened, shy, and sensitive. She
showed great concern about her lack of friendships
with other children® She tried hard to assert herself
by being the dominant one in her relationship with
younger children and by her negativistic and ”bossytt
attitude towards her mother. Psychological tests
revealed superior intelligence with an I.Q® 126.
Father, a passive person, had somewhat of a
negative relationship with Judy and was not greatly
concerned by her problems. Mother, a very
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sensitive person, showing many of the same traits as
Judy, was extremely protective and defensive of the
child in regard to the latter's inability to get along
with other children, and interfered with the child's
play activity by insulting neighbors and other children
as well as keeping Judy in the house a great deal of
the time and accompanying her to and from school.
Mother also showed great inconsistent discipline and
ambivalence towards the child. She was inclined to
emphasize greatly minor disobediences and lay a great
deal of emphasis on Judy's toilet habits.
Social treatment here centered around helping
mother become more aware of her identification with
Judy and showing her that she got especially angry
with Judy because the latter was showing traits which
she noticed in herself, and for which she was criticized.
An attempt was also made to help mother permit Judy
more freedom and to encourage Judy in feeling more
grown up. Mother was also advised to lay less emphasis
of Judy's minor acts of disobedience and to adopt a
more consistent and more lenient attitude in regard
to Judy's chewing and toilet habits, giving mother some
insight into the needs the child had. Mother was ad-
vised to be less protective of Judy's relations with
other children and to encourage her mingling with them.
As a result, mother's attitude towards Judy seemed
a little more sympathetic. She was able to see that her
own demands had been very strict and she herself was
not able to tolerate any lack of perfection in the
child. Mother also began to interfere less with the
child's play life with other children and no longer
accompanied her to school, thus allowing her more
freedom,
Judy, although still evidencing some symptomatic
behavior, was a little freer with other children be-
cause of less restraint on the part of mother. She
also seemed a littler happier and more content with
things in general and not quite so sensitive. Treat-
ment had begun in July, 1943 and was still in process 2
when this study was made.
2. Material on active cases was collected as
far as February 1, 1945.
_

In this situation it can be seen that worker took an
active part in removing some of the restraint of the mother
on Judy, thus allowing the child more freedom to grow inde-
pendently, Worker also gave the mother some insight into
the role mother played in the child’s problems, that is how
mother’s attitude affected the child’s behavior. Social
treatment here was for the most part of an indirect nature,
since an effort was made to influence and help the child by
giving the mother an understanding of her own attitude and
feelings.
Here supportive therapy was the basic means whereby a
relationship with the mother was established. Interpretative
therapy then was attempted and employed with some value as
mother gained a little insight. However, mother's own
neurotic problems have resulted in an inability to assimilate
help more thoroughly.
Case 5
David, referred to the clinic by the social service
department of the Children's Hospital at the age of
five and one-half years, was a bright, impish looking
little Jewish boy. At the time of referral, there were
various complaints made by his mother of tics, blinking,
thumbsucking, eating problem, negativism, boldness, and
aggressiveness in play with other children, David
showed average intelligence (I,Q, 99) in psychological
tests, but had considerable difficulty in the kinder-
garten of the public school. He daydreamed a good deal,
would not do his work, and seldom finished a paper.
He constantly picked on other children in the neighbor-
hood, claiming that they hit him first. He spent long
periods of time at home with his mother due to recent
colds. David was also quite destructive in regard to
his toys.
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Towards his mother he exhibited much contrary
behavior and would deliberately put his thumb in his
mouth when mother was around, and would deliberately
loll around when mother asked him to hurry, David
also had been complaining of pains in his stomach
and refused to go to school simultaneously with his
mother ! s pregnancy which terminated as a miscarriage
in the seventh month, one month after clinic contact
had been started, David’s behavior at this time became
noticeably more aggressive, David was much attached to
his mother in a sense, and enjoyed physical contact with
her.
Mother, an immature person, was lacking in
sensitivity to the boy’s needs. She had deep feelings
about being syphilitic without having determined the
source of infection. Because of her condition she was
unable to give birth to another child. Father, an
electrical worker in a shipyard, expected David to be
more mature than his years and frequently became ir-
ritated, spanking the boy when he failed to fulfill
his expectations.
It was felt that David’s reaction of aggressiveness
and negativism towards his mother particularly were
quite understandable in view of mother's emotional tone
of almost constant irritability. In social treatment
an attempt was made to give mother some interpretation
and understanding of the boy’s immediate problem of
feeling that he wanted a baby sister, but, on the other
hand, feeling badly about not being the only child and
having to share his mother's attention with the baby.
Some explanation was also given mother concerning
David's increased aggression in school since her illness.
It was felt that mother secured perhaps a little insight
into David's increased demands for affection and his
desire to be babied now, in view of mother's own state-
ments that he was brought up rigidly as an infant, as
mother "went strictly by the rules of the book.” Also,
because of David's strong erotic feelings towards his
mother and his feeling of rivalry towards his father,
it was suggested that parents show modesty in his presence,
as they had been very free in their behavior concerning
this
,
Treatment had begun in February, 1944 and was still
in process.
Here it was the worker's impression that mother showed
.
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considerable dissatisfaction with the child, and was able to
take little of the emotional implications. While David in
direct therapy was being given an opportunity to work out
some of his aggression on the therapist, mother had been given
an opportunity to reveal some of her own feelings and thus
release some of her dissatisfaction, thus diverting it from
the boy. This type of supportive therapy was perhaps more
successful here than a direct-advice approach.
This case is still active and as yet, treatment has been
only on a supportive basis because of mother’s limited
capacity to accept various emotional implications in inter-
pretations
.
Case 6
Marilyn, a little Catholic girl of almost four and
one-half, was referred to the clinic by the District
Nursing Office because she presented a serious problem
of masturbating. There were additional problems of
enuresis and poor eating and sleeping habits. Marilyn
was of normal intelligence with psychological tests
revealing an I. Q. 100. Marilyn had recently begun
to attend nursery school at time of initial contact.
Here she liked to have her own way and always wanted
to be the leader. She preferred the younger children
in the group and especially enjoyed mothering them
and cuddling them in a most gentle fashion. Marilyn
was a very affectionate little girl who was always very
demanding of her mother’s attention. She interrupted
mother’s conversation at all times. When denied her
will, she became quite excited, screaming, U I*11 kill
you," echoing mother’s own words. Mother was continually
conscious of and upset by the child’s masturbatory
activities, during which time Marilyn was described as
"out of this world." Marilyn appeared to derive tremen-
dous satisfaction from her masturbation, and no kind of
punishment could make her relinquish it.

Marilyn’s mother, who did not know of her pregnancy
until the sixth month, admitted quite frankly that
she had not wanted a child and had always hated children.
At home, there was a good deal of marital friction, and
both parents disagreed on disciplining the child with
mother being particularly annoyed because father would
not punish the child since he was fond of her. It was
felt that mother’s own emotional disturbances were the
basis for Marilyn’s difficulties. Mother was an extreme-
ly neurotic young woman who came from a rigid home and
had experienced a most unhappy childhood due to her
father ’3 alcoholism and his cruelty toward her mother.
Because of Marilyn's masturbatory activities, the
nursery school was unable to keep her, and with the help
of the local Family Society, it was arranged for Marilyn
to attend a small, home-like, farm camp, and later be-
cause of the success of this placement and the disturb-
ing environmental situation at home, Marilyn was sent
to this same home for the winter months. This place-
ment was based on the feeling that the child needed
to feel some secure parental relationship and also be
free from the emotional turmoil of her home which caused
her to react with the symptoms mentioned above. It
was noticeable that while at camp, Marilyn's masturbatory
activities had lessened considerably, her enuresis had
practically cleared up, and her appetite had improved
considerably.
While Marilyn was away, the worker endeavored to
help mother. Father had been sentenced to prison for
some petty theft, and mother was extremely tense and
unhappy because of domestic difficulties and also be-
cause of the pressure of some factory work that she had
been doing. Worker helped mother secure some satis-
factions directly by first arranging for mother to enter
a rest home for a brief stay and then helping her to
find some suitable work which would offer her a much
needed outlet. Mother seemed to obtain a great deal
of satisfaction from employment as the social status
with her fellow employees meant a great deal to her.
During the seven-month period in which Marilyn was
placed in her country foster home, worker endeavored to
help mother prepare for Marilyn’s homecoming by
explaining something of the nature of the child’s needs.
However, it was felt that mother had little capacity
at the time to give to Marilyn any real love and
affection and security which she, herself, had missed
as a child and was not obtaining now from her husband .

Mother apparently had done everything she could in a
rather mechanical way to follow directions, but with
little understanding of the emotional implications.
Because of mother’s many emotional problems, worker
attempted to refer mother to a psychiatry clinic for
help with her own difficulties.
Treatment was started in May, 1943 and was still in
process, at the time of this study although the child had
not been seen at the clinic for a while. Mother became
pregnant again and was most unhappy about it.
In this case, it can be clearly seen that the lack of
satisfaction the child received from her relationship with
her parents was directly responsible for her symptomatic be-
havior. Because of the severe nature of mother’s attitude
and neurotic condition, the most advantageous plan was thought
to be helping the child through manipulation of environmental
resources, such as nursery school, camp placement, and foster
home placement, as well as helping the mother to be better
able to handle the child by finding environmental resources,
such as the rest home, vocational testing, and work placement,
as well as a referral for psychiatric help with her own deep
emotional problems. One can only speculate on Marilyn’s re-
actions to the new baby. Perhaps it will only add to the re-
jection she is already experiencing from her mother or perhaps
Marilyn will find a certain solace in a new ally. Thus far,
little has actually been done to influence mother’s attitude
because of the latter’s deep-rooted emotional problems', and
limited understanding. Therefore, most of the treatment has
been directed towards the most expedient use of environ-
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mental resources.
Some Cases of Children in the Six-to -nine -ye ars Age Croup
Case 7
Jimmy, a shy seven-year old, apprehensive-looking
Catholic hoy, was referred by the Children's Hospital
because of tics, overactivity, nervousness, and inability
to get along with other children. The psychologist's
report revealed an I. Q. 136, yet he was not working
up to his capacity in school as he v/as inattentive and
daydreamed a great deal. In play v/ith other children,
his activity was Mwild,' , and be became very excited
in these social contacts, frequently acting silly and
trying to show off. He was extremely restless, yet
slow in his activities around the house and dawdled
over his food, and took much time in putting his clothes
and toys away.
Father, a quiet, passive man, had little contact
with the boy because of long working hours, but got
along well with him. Mother was quite strict with
Jimmy, unsympathetic and impatient with his behavior,
and became very irritated when she had to prod him
to do things. Mother had had two thyroidectomies and
was an extremely tense and irritable woman. Mother
considered Jimmy "different" from other relatives*
children and derived little real satisfaction from
her relationship with him.
Psychiatric interviews wit!} the boy revealed that
his tics were associated with his anxiety and insecurity
due to the rejection of his mother and her constant
prodding and irritability. Tics were conspicuous,
when Jimmy was under tension and when mother got after
him.
In the social treatment relationship with the
worker, mother was urged to bring less pressure to
bear on the boy and became aware of her own need
to do things rapidly. Mother became more able to
accept the reason for his tics and recognized that the
disappearing tics were at first substituted by a
pressing of Jimmy's thumb on the edge of a table.
Worker gave mother sympathy and acceptance of the fact
that Jimmy's behavior annoyed her, and was able to
help mother find suitable outlets for Jimmy's drives

through reading, "Y" affiliations, and camp placement.
Mother gradually was able to emphasize positive aspects
of Jimmy's behavior, employing much more praise and
reward than in the past.
Treatment was begun in January, 1944 and was about
to be terminated at the time this study was made.
Mother felt that Jimmy was getting along better with
other children and that he "understands better,"
His tics had decreased and he also pi id more attention
at school.
Here worker employed a combination of influencing
mother's attitude towards the child and helping the child
to utilize certain recreational resources in order to effect
treatment results. As the mother becomes aware of her own
feelings and how they influence the boy's behavior, there is
a lessening of the strain on the boy, so that he in turn,
as he finds a little more satisfaction in his relationship
with his mother and in other outside activities, is able
to give up some of his symptomaticbehavior , Thus supportive
and interpretative therapy was employed in addition to the
use of camp and recreational activities, A combination of
these three kinds of treatment was of value here.
Case 8
Bert, a tall, well-developed Protestant boy of
six was referred to the clinic by his mother because of
his inability to get along with other children, poor
concentration in school, disobedience, petty lying
and stealing, destructiveness, and excitability, Bert
was babyish in actions, and had been slow in learning
how to talk and write. In school he had a reputation
for annoying other children, failing to follow direction^
and being aggressive. Psychological tests revealed
average normal intelligence with an I.Q. 104,
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Before entering the kindergarten, Bert had few, if
any, children with whom he could play because of the
neighborhood in which the family lived. Later, when-
ever Bert came into contact with other children, he
became very wild and excitable. He was large for his
age, yet never fought back. When children picked on
him, he usually ran away crying. He poked, pushed,
teased other children, resorting to any means in order
to get their attention. After a while, he refused to
play outside alone and insisted that mother stay in the
yard with him, Bert was also quite stubborn and sulky#
He cried very easily and was extremely negativistic
towards his mother. He was very restless, never stick-
ing to any one activity. Although he liked to annoy
other children, he could not take any teasing, however
slight, from other children and was very insecure in
his social relationships. He was apt to be quite care-
less and forgetful.
Bert*s mother, age 44, was unhappy, lonely, and
had no social life at all. Bert was unwanted as she
felt she was too old to have any children. There had
been considerable marital discord as father frequently
became intoxicated and was quite an irritable person#
Mother blamed her difficulty with her husband on Bert,
as the drinking presumably started at the time of
Bert f s birth when father had been called out of the
city because of his work, and mother had been unable to
accompany him. Father had taken no responsibility for
Bert*s behavior, and there had been very inconsistent
handling of the boy#
It was felt that Bert*s behavior was obviously the
reaction to a lack of love and warmth on the part of his
mother and a lack of interest and any kind of positive
identification with his father. Psychiatric opinion
was that mother expected the child to live up to rigid
expectations and standards for a young boy.
Social treatment attempted to point out to mother
that a certain amount of destructiveness was normal
and common to little boys. An attempt was made, also,
to give mother an understanding of her projection of
her own unhappiness and quarrelling with father onto
the boy. Mother very much feared that the boy would
grow up to be like father. Worker also attempted to
find a suitable camp placement for Bert, as it was
felt that he very much needed a group in which he could
participate. Simultaneous with this, mother was able
BOSTON UNIVERSITY
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to secure temporary employment which gave her some re-
lief and satisfaction; however, she withdrew the boy
from camp after four weeks, partly out of guilt and anxi-
ety.
Worker attempted to give mother some insight and
understanding of Bert*s behavior and needs so that her
attitude might possibly be altered* As mother had been
dissatisfied with and critical of Bert ! 3 friends,
mother was urged to give Bert more freedom in this
respect. It was explained that Bert*s babyishness was
the result of certain dissatisfactions he had experienced,
and suggestions were made for giving him more responsi-
bility and making him feel more grown up. Worker also
attempted to give mother some interpretation of Bert ! s
lack of affectionate feeling and inability to establish
close relationships with anyone. Mother was advised
to relax her scrutinized observation of him and to en-
courage him to play with other children. The case has
been active since November, 1942.
The last diagnostic impression of the child was
that he still presents the impression of a boy who is
"rather poorly organized, easily influenced by others
and by his own emotional impulses, who lives in a home
where he is over-disciplined with ineffective results,
and where he is not particularly loved."
Treatment with this boy has been particularly slow as
his problems seem fairly deep rooted in origin. This is a
good example of a mother who projects some of her own un-
happiness and marital difficulties onto the person of her
only child who, in turn, reacts with certain symptomatic be-
havior and is not able to conform socially with other child-
ren because of a basic lack of security and love in his
relationship with his parents.
Because of this mother* s own unhappiness and marital
difficulties, treatment has been mainly on a supportive
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basis. Camp placement was also arranged.
Case 9
Alan, an attractive, sensitive-looking, pale little
Jewish boy of seven and one-half, was referred to the
clinic by his mother at the suggestion of her pediatrician,
primarily because of sex play with a little girl. He
displayed other problems, too, of destructiveness, dis-
obedience, as well as a recent recurrence of enuresis.
Lately, also,Alan had been disturbed by some stomach
trouble and a tendency toward diarrhea. This trouble
had begun when he started school. At the time of
clinic contact, he was in the second grade. Although
psychological examination revealed an I.Q. 85, the
psychologist noted that it was quite probable that
Alan was of high normal intelligence. His low score was
thought to be due to his antagonism throughout the
testing procedure. Alan’s school behavior was very poor,
and he was constantly ’’minding other children's business.”
He did not have much companionship with boys and fre-
quently assaulted and jumped on younger children. He
felt that other children were fresh with him. He had
always had a great deal of curiosity about sexual mat-
ters, and his mother had been unusually alarmed by the
sex play he had been having with a neighbor’s little
girl. Mother felt especially badly because Alan shewed
little affection towards her and seemed to mind the
little girl better than her.
Mother was a rather immature, depressed person
with a certain outer reserve, but showing little warmth
towards Alan. She was quite jealous and envious of
Alan’s attachment to his father and his sense of ob-
dience to father rather than to her. Because mother,
herself, felt very insecure in her relationship to the
boy, she felt that he did not love her. She, therefore,
continually strove to hold Alan close to her. Her
greatest fear was the loss of his love. She hovered
over him anxiously, and incessantly talked with him
and touched him. His disobedience was particularly
upsetting to her because it was interpreted as a lack
of interest and appreciation of her. Alan was constantly
subjected to much inconsistent discipline as mother
frequently beat him so that he would obey her, whereas
father was far more lenient towards the boy. Parents
frequently quarrelled and disagreed about the proper

methods of bringing up the boy in his presence.
It v/as felt by the psychiatrist that the boy
probably was particularly disobedient and antagonistic
towards his mother out of a fear of being too closely
tied to her, and his behavior "was a reflection of
his urge to break it off," He was made to feel more
like a baby being kept close to her and was not, there-
fore, comfortable among boys, but felt more secure with
girls.
Social treatment in Alan's case consisted partly
of giving mother some insight into the nature of her
disturbed feeling about Alan’s sexual conduct as an
identification with her own early lack of sexual in-
formation and feelings in this area. Mother was en-
couraged to let Alan do things for himself, to go to
the movies without her, and to assume more independence.
It was explained that his disobedience was a reaction
to her continual prodding. Worker showed a warm and
sympathetic understanding of mother’s fears of seeing
Alan grow in a manner different from what she desired,
because such a growth would mean to her that he was
"developing away from." Mother, instead, was encouraged
to feel that she had a part in the treatment and could
help Alan more by emphasizing that now that he was
growing older, he could assume more responsibility.
Mother was also helped to be less critical and to allow
him more freedom in connection with playmates.
Mother did gain at least a little insight and was
given an opportunity to express her guilt about her
thwarting of Alan’s develop me nit
,
at the same time
receiving acceptance and reassurance from the worker.
Mother was able to admit that at the slightest pro-
vocation, she would persuade Alan to stay at home,
but would then feel guilty about it. Mother admitted,
too, that she was afraid to let Alan go with a group
of boys for fear of losing control over him.
Because of Alan's strong ambivalence towards his
mother, it was suggested that he be transferred to a
male therapist. The case had been active since
September, 1944. Here worker had also attempted, al-
though unsuccessfully, to find a suitable club activity
for Alan.
In this case there was a change of workers, yet one can
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see the trend of treatment running through the contact.
Mainly, an effort is being made to help emancipate the boy
from the powerful hold his mother seems to have on him
because of her own lack of security and needs. Alan is
shov/ing certain symptomatic behavior, especially his negativ-
ism and inability to get along with other children, as a re-
action to this over-strong hold and interest that his mother
has in his every activity. In this case treatment with the
mother was shared by both the psychiatrist and worker. The
social worker thus far has played largely a supportive role.
Case 10
Carol, a six and one-half year old Protestant girl,
was referred to the clinic by her mother because of poor
social adjustment and poor conduct in school. In ad-
dition she v/as "spoiled” and extremely talkative and
overactive. She was a tall, slender girl with attractive
blond curly haiy immaculately dressed, and gave one the
impression of a China doll. Psychological tests re-
vealed an I. Q. of 125.
Carol had moved around a great deal when she was
younger since her father was a warrant officer in the
Coast Guard, and was frequently away from home for long
periods of time. Carol always enjoyed the attention
other children gave her in school as she had until re-
cently been the youngest member of her class. She
always wanted to be the ringleader and behaved especially
badly when, in a large classroom, the teacher could not
devote much attention to her. Her dramatic actions and
aggressive behavior were demands for attention. At
school, she disobeyed instructions, whispered to other
children and hit them, and complained that other child-
ren did not want to play with her. When with other
children, she demanded constant attention and became
overly excited. The teacher felt she wanted to do
"what she wants when she wants." Likewise in her play
life outside of school, Carol always wanted to assert
herself, and was incessantly becoming involved in many
—-
-
-
:
arguments and fights. She always adjusted best with
children younger than herself whom she could dominate.
Mother, age 42, an extremely nervous and excitable
person, had been a nurse for thirteen years prior to her
marriage and had enjoyed this activity intensely. She
had been 36 when Carol was born and had never wanted a
child. Apparently her marriage had been chiefly one of
convenience, and she very definitely rejected Carol, and
felt somewhat jealous of Carol’s relationship with her
father since father was exceedingly fond of Carol,
"spoiling” her and delighting to show her off to his
friends when he was at home. Mother, on the other hand,
was an extremely perfectionistic person, who set ex-
ceptionally high standards of conduct for Carol to achieve
Carol was, consequently negativistic and rebellious to-
wards her mother and was subjected to very inconsistent
attitudes on the part of father and mother*
Social treatment centered around attempting to
help mother be less demanding of Carol and less rigid
in her expectations, especially less stress on relatively
superficial things. Mother had previously punished
Carol for minor disobediences and habits, such as listen-
ing to the wrong radio programs, talking too loudly,
and having poor table ^ manner s . Mother had adopted a
protective and "snobby" attitude in relation to Carol’s
friends, greatly restricting Carol's play activities
and refusing her permission to play with the "dirty"
children in the neighborhood. Thus mother was encour-
aged to permit Carol longer periods of play with other
children* An attempt was also made by the worker to
find suitable supervised recreation for Carol. Also,
inasmuch as it was felt that mother, herself, was an
unusually upset and unhappy person, broader and more
extensive personal contacts for mother were discussed
in order to ease the pressure on the child.
It was obvious, too, that it would have been very
difficult for this mother to give her child much real
love, and therefore it was considered desirable to
contemplate a boarding school placement for Carol, some-
thing which mother very much desired since she was
eager to resume working. However, it was thought to be
more advantageous and less traumatic to work out a
private school placement first in an attempt to wean
the child away from her mother gradually, as Carol
sensed her mother's rejection* Mother, at times,
became quite hostile and antagonistic towards the clinic
for not acting more quickly in regard to school place-
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merit* Worker also made an attempt to help mother share
the responsibility for the child while father was away
out to sea. It was recognized that mother felt quite
embarrassed and had considerable guilt about her re-
lationship with the child.
Unfortunately, In January, 1943, father was reported
to be missing in action. Mother was not too upset about
this and had not revealed the information wholly to Carol.
However, at that time, mother felt that she had a more
legitimate excuse for going back to work and placing
Carol in a boarding school Immediately. The worker
recommended several schools, and mother, on her own
volition, placed Carol in a school for a four-week period
so that she could work. Mother ceased clinic contacts
voluntarily after six months of activity from October,
1942 through April, 1943, at which time mother seemed
more satisfied with Carol’s behavior, but it was felt
that "little had been done in altering the basic family
maladjustments.
"
Here, too, one sees a mother rejecting her only child
and taking out on the child much of the insecurity and un-
happiness that she feels In her marriage. Here, also, this
only child becomes a rival of hers in relation to the father.
Because this child has never been able to find any real satis-
faction from her mother, she finds it difficult to adjust in
social situations with other children and be a "giving"
person with others. Also her mother* s constant rigid pre-
occupations with the child *s behavior results in the child’s
reaction of tenseness and overactivity, as well as dis-
obedience •
In this case, supportive treatment on an educative
basis has been used.
Case 11
Lester, a little Jewish boy of almost seven, was
'!•
<4
-
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referred to the clinic by his mother because of poor
school adjustment, both academic and social, nose
twitching, nail biting, whimpering and food finickness.
Although Lester showed high normal intelligence with
an I. Q. 110 in psychological tests, he had demonstrated
continued poor adjustment in school, and all the dif-
ficulties he formerly had seemed very much exaggerated
after starting school. Most of Lester 1 s behavior during
direct treatment with the psychiatrist seemed quite patho-
logical.
Because of poor school work he had been transferred
to another school in lieu of promotion. In school
Lester tried to be the "center of things." He always
seemed anxious to have friends, but continually showed
off. He was restless, unsatisfactory in attention, poked
other children and, in general, showed very aggressive
behavior. None of the children liked him. Lester
whimpered easily at the slightest provocation. He always
felt as if her were being blamed unjustly. Much of his
life he had absolutely no playmates which his mother con-
sidered due to the objection of neighbors to having
children around.
Mother, age 54, an extremely tense person, seemed
very much to be the causative factor in the boy’s be-
havior. She considered teachers’ complaints of Lester’s
behavior unjustified. She const antly defended and pro-
tected him from the criticism of others. She interfered
when others picked on him, and believed others were to
blame for what Lester had precipitated. Father obviously
gave the boy little satisfaction. Little is known of
his attitude except that he used to punish Lester.
In psychiatric treatment, Lester has shown extreme
aggression towards the person of the therapist, a be-
havior which, thus far, has not been able to be sublimated
in other activities. The psychiatrist felt that "this
boy is very aggressive, but one could easily control him,
and he would become very submissive." It was felt that
Lester had been too restricted in every area in his early
childhood, and was, therefore, later taking it out in
different annoying ways. He had been held down forcibly
by his parents, and now was anxious "to dominate as he
had been dominated." Social treatment was geared towards
preparing mother to allow Lester more freedom in express-
ing himself and allowing him to "rough it up" with some
of the boys.
Mother seemed completely absorbed in Lester and every

minute detail of his activity. The matter of his fight-
ing with other children was terribly upsetting to her,
and she was most anxious to prevent him from engaging
in any such activity. Mother felt that the child v/as
"a part of her,” and she was going to protect him from
others. Lester was beaten for uttering dirty words and
his mouth washed with soap. When he became sick and
vomited, she would do likewise. Her emphasis when telling
of his trials at school was on her own feelings. Mother
was leading a very restricted life and had little to do
with her neighbors. She had been quite defensive about
her own part in Lester* s behavior during interviews
with the worker, but had hinted about her own sensitive-
ness and certain friction with her-inlaws during her
pregnancy with Lester. Thus far worker has attempted
to explain some of Lester’s needs in terms of his be-
havior so that mother might alter her behavior and at-
titude.
Treatment has been going on since September, 1944.
In this case, one sees how a mother seems to concentrate
her entire attention and direct her libido towards dominating
her only child. This is an over solicitous
,
overprotective
mother who shov/s an abnormal interest in her son's activities,
thus thwarting and blocking any natural attempts on his part
to assert his own will and the aggressive part of his per-
sonality. This type of mother is obviously very difficult to
work with because of her own intense needs which are met in
her relationship with her child. In future treatment, too,
certain resources will perhaps have to be found by the work-
er for the child to utilize as suitable sublimations for
some of his aggression which has been squelched thus far by
his mother.
Here, because of mother's intense needs and the deep
emotional complications in the parent-child relationship.

treatment has been slow and on a supportive educative basis.
Case 12
Edward, a Jewish boy of nine, was referred to the
Clinic originally with very serious problems, among them
being vomiting before breakfast before starting school,
recent fears during the night, fear of being "crazy,”
as well as social ostracism. In school he became easily
upset and did poor work although he had an I. Q. of 120.
He was in the fourth grade at the time of referral. The
greatest problem seemed to be his poor social adjustment.
His mother believed that one of his friends "poisoned
other children" against him and that other children de-
liberately "ganged up" and teased him. For the past two
months prior to the clinic contact, Edward had no one
with whom he could play, and he finally had refused to
go out of the house alone. He refused to go to the
movies, and at the thought of it wo uld throw up.
Edward was a very affectionate child and demanded
considerable attention from his parents, especially from
his father. He was extremely dependent on father and
would ask father to perform such simple tasks as to tie
his shoes. Edward became quite apprehensive about him-
self, showing certain paranoid tendencies, refusing to
let anyone talk about him for fear that one would say
that he was going crazy. There was considerable In-
consistent handling by the parents. He was catered to
a great deal by his father and overprotected by an over-
solicitous mother. The case was active at this time
from December, 1942 to May 1943, at which time it was
closed at mother's suggestion, since Edward had gotten
over his acute anxiety and was able to carry on normally.
His mother felt that further clinic attendance might
cause a reappearance of Edward's fears.
In May, 1944, there was a reapplication through the
Children's Hospital. Edward was in an acute anxiety
state and would not let his parents out of his sight. He
was subject to violent screaming spells, and refused to
go to school unless accompanied by his parents. He was
very attached to his mother who seemed helpless against
his demands. Mother, at the time, seemed very protective
of Edward, projecting the reason for his school difficul-
ties onto the school. Treatment was not resumed since
Edward upon his parents' choice was taken to a private
psychiatrist.
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In this case one sees little social treatment by the
worker other than a possible further emphasizing of the
psychiatrists feeling that parents seemed overanxious and
overattached to the boy. The psychiatrist saw the parents
in this case, partly perhaps because at the time of referral
this was more generally the clinic procedure. Social treat-
ment here was supportive to a slight degree.
Case 15
Adele
,
a Catholic only child, age seven and one-
half, was originally referred to the clinic by her
mother with the complaint that the child was doing
gradually poorer work in school, was overburdened with
homework, was listless, and inclined to daydream.
Psychological tests showed I. Q* 92* The psychologist
thought she had good average intelligence but that she
was not working consistently. She seemed flighty at
times. Most school subjects were acceptable for third
grade, but she had a marked reading disability. By
January, 1945, a little over a year after the original
test had been given and after Adele had received
psychiatric help in addition to remedial reading, her I.Q*
rose to 112. In school Adele was restless and inattent-
ive, but could do good work if given individual attention*
Adele seemed to enjoy her play life with girls her
own age and was frequently the leader in the school
group. She especially enjoyed imaginative play, and
was given to dramatic presentations in her games. Adele
was quite affectionate towards her parents, especially
towards her father, but was inclined to be "lazy." This
was thought to be a direct reaction and resistance to-
wards her mother, who was ’’unusually concerned about
every aspect of the child’s life." It was significant
that Adele was quite active and alert when playing out-
side with other children.
Mother, quick tempered and constantly worrying, was
perpetually concerned about the child’s behavior, and
health. At mother’s request, Adele was given both eye
and ear examinations through arrangements made by the
worker. Both were apparently normal. Because mother
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felt that Adele was too often lethargic, she was re-
ferred to a pediatric clinic, where doctors felt she
was a perfect physical specimen, but overweight. She
was given a diet which helped to produce a remarkable
change in her physical appearance and consequently
increased her self-confidence and interest in growing
up.
From the time of the original application in
October, 1941 until Mar$h, 1943, Adele and her mother
v/ere both seen by the psychiatrist about every four weeks,
with the worker seeing the mother occasionally. An ef-
fort was made to encourage mother and Adele for the lat-
ter to take responsibility for her school work and also
for some of her own outside activity. It was felt that
Adele was very closely tied to her mother and that it
was really mother who was struggling with the reading
and arranging her daughter's social life for her.
Mother's life seemed to center around Adele and her
home. Very early in the contact, transfer from parochial
to public school was made since the classes were smaller
in the latter schools. In May, 1943, things seemed to
be going pretty well and Adele expected to be promoted
to grade 4, so interviews were discontinued.
In January, 1944, mother came to the clinic again
because Adele was daydreaming in school and had again
lost interest. While the therapist worked with Adele
in discussing some of the fantasies which occupied her
during school hours, the worker worked with her mother
in an effort to increase the child's emancipation.
Worker was able to point out Adele' s negativistic reaction
to mother's statement. "You know what the trouble is--
I’m always after her." It was pointed out that the
absolute restriction and rigid expectations of mother
in regard to overt play drove Adele to fantasies and day-
dreams, At the time of reapplication^ the therapist
noted, "Some of the patient's problems were common to an
only child." Notably was Adele ' s especially strong
attachment to her father which was revealed in fantasy
material. To alleviate this daydreaming and indifference,
certain changes v/ere required, such as a separate bed-
room for Adele, encouragement by mother of activities for
Adele with other children so that she would be not so
dependent on satisfactions received only through her
relationship to her parents. Referral was also made by
the worker to an Educational Clinic where Adele could
receive special tutoring. Treatment was still in process
at the time of the study.

Here one sees the symptomatic reactions of an only child
to a very rigid mother who is overconcerned about every aspect
of her only child’s life. Here again treatment centers around
emancipating the child from this hold. Another complication
is that frequently mentioned by various writers, especially
those of the psychoanalytic school, of an only child’s over-
strong attachment to the parent of the cpposite sex.^
Social treatment, then, has been supportive. Various
community resources were also employed with considerable
value
.
Case 14
Charles, an attractive-looking Protestant boy of
nine "with a dreamy expression on his face and winning
smile," was referred to the clinic by the school
psychologist of a local school department with problems
of thumb-sucking and a general attitude of indifference.
Psychological tests by the school department revealed
very superior intelligence with an I, Q, 144. However,
Charles did not concentrate well in school and took
"no constructive part in social activities at school."
The work came easy to him, but he was "indolent" and
made little effort. He was in the fourth grade, untidy
in school, and never finished anything except under
pressure. He wanted friends very much and hated to be
alone, yet he had only one very close friend. He did
not care for sports, but was very fond of reading. At
time of contact he was afraid of the dark and had some
nightmares about snakes chasing him. Charles was very
affectionate toward his parents but quite reticent and
formal with strangers. He was a very sensitive boy
and could not stand any teasing from anyone.
Mother had recently suffered a mild sort of nervous
breakdown after father had been operated on for cancer
of the larynx. Father had made a remarkable recovery.
Mother was actually a very sensitive person and like
3. Supra, p. 19

6 4,
Charles she had adopted "a cloak of truisms and
facetiousness" to hide her own unhappy childhood
experiences. In social treatment she was able to re-
cognize that Charles, too, wore this "cloak of indiffer-
ence" to conceal and protect him from feelings of insecurity.
Mother felt that the boy had the same manner of speaking
that she had and felt that the relationship between
Charles and herself was almost too strong. She stated,
"’fe’re together all the time. He wants to hold on to
me." Charles was actually overdependent on both parents.
Also, mother felt that Charles was resentful of her
very close and affectionate attachment to father. Mother
herself did not show much affection or make much fuss
over Charles, and he sometimes felt left out of the
family group. Mother was able to admit that she had
never liked children and could tolerate them more easily
if they were grown up. Thus she had forced Charles into
the role of an adult on her own level. His reactions
of dependency and thumbsucking, reverting to infantile
forms of satisfaction, came about because he did not
have these earlier satisfactions when he was younger.
Because he could not get what he really wanted he re-
acted with his so-called indifferent attitude.
With the help of the worker mother was able to
gain a little insight into the part she played in
Charles' problems; she was able to see that he was re-
peating the same pattern of defensive behavior as she
had. 'Worker helped mother have the boy take more re-
sponsibility around the house and feel more grown up.
Arrangements were made for Charles to go to camp where
he made an exceptionally good adjustment and was exceed-
ingly fond of his counselor.
The case had been active since December, 1943 and
was about to be closed since the family were moving
to a different state. At the time, it seemed that
father was paying more attention to Charles, and
Charles felt more a part of the family unit. He showed
more interest in school, was more alert, and seemed
more cooperative at home. He sucked his thumb less
and played with other boys much more than he formerly
had. It was felt that "patient will give up the habit
like an outgrown shoe when he finds more satisfaction
in his present life." Charles also seemed to have a
better identification with his father.
This case is also a good illustration of the triangular

family situation in which an only child finds himself. Here
the boy is jealous in a sense of his father’s place in re-
lation to his mother. An only child, still dependent on his
mother, here finds it difficult to adjust in his social re-
lationships with other children because of the extra strong
grasp he has on his mother, since he still desires to ob-
tain certain satisfactions which he missed earlier and which
his mother was not able to give him. The worker here has
given mother some understanding of the boy's need to cling
to infantile habits, and also an understanding of how her
own pattern of behavior affects his. Here, too, the camp-
ing resource played an important part in total treatment*
Thus a combination of supportive and interpretative therapy
was used with environmental resources to provide considerable
value.
Cas e 15
Fred, almost six at the time of the original re-
ferral, was a little Jewish boy who was referred by the
physician who attended mother during the latter’s recent
mental illness. Mother was concerned because Fred had
a habit of sucking his tongue, and also because he was
a disciplinary problem, and she feared he was backward.
Fred was fussy about his food, and mother would stand
over him and watch him anxiously. At school Fred had
done his work fairly well, but did not enter into the
group activities. He used to cry a great deal, and
mother was extremely protective of him in all school
contacts. During mother’s illness and hospitalization,
he was cared for by neighbors and was never allowed to
go out alone to play until he was five. Mother felt
that Fred had always had his ov/n way and resented any
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interference with his desires. Lately he had been quite
anxious and had a great many fears about the war and
bombing. At night, he would not let his mother out of
his room. He was afraid of new foods and extremely
apprehensive about death and sickness after seeing a
certain mystery movie. Lately, Fred had been attempting
to express aggression towards his mother which she could
not take at all. Mother was extremely overanxious and
overprotective about his play with other children and
feared that he would be hurt if he were allowed to play
with other children.
Father, too, at one time following the first World
War, had been hospitalized with a diagnosis of psycho-
neurosis and was quite tense and irritable and strict
with Fred. He and mother rarely went out or engaged
in any kind of social activities, and mother's sole in-
terest in life seemed to be her concern with Fred, that
he had inherited her nervous emotional disposition.
The first contact began in October, 1941 and was
terminated in January, 1943, when Fred seemed to have
gotten over his acute fears. Most of the treatment dur-
ing this period was administered by the psychiatrist
with the worker occasionally seeing the mother. Emphasis
was on "emancipating the boy from his mother since he
showed extreme dependency."
In December, 1943, the case was again re-opened
because of certain fears that Fred had. Mother, at the
time, seemed to envelop every activity of Fred's with
her intense interest in all that he did. She still
feared he was stupid because of his problems, although
psychological tests revealed an I. Q. 115. Fred seemed
afraid of every new situation and seemed to be the
center of very inconsistent discipline since his mother
was too lenient with him at times, while his father was
extremely strict. Mother obviously seemed to enjoy the
strong hold she had on the boy, and was always eager to
use as an excuse to sleep in the same room as him the
fact that he had so many fears.
The worker helped mother to see Fred's need to take
responsibility for his own body functions, as she had
even been accompanying him to the bathroom. When he
woke up, he would immediately run into his mother's
bed, and he seemed to be suffering from a severe anxiety
neurosis
•
Mother seemed to take a particular pleasure in the
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fact that Fred "tells me everything." Fred stuck close
to his mother and seemed unwilling to mix with other boys.
With the help and support of the worker, mother had been
working on encouraging Fred to do such things as going to
the toilet himself, and sleeping by himself. It was
felt that mother took advice given her about the boy's
needs quite seriously and tried to follow it, but always
in a restricted way, since she seemed to have a limited
capacity to use it in a more general way.
In regard to the kind of social treatment one could
employ with a mother who, herself, had been receiving
psychiatric treatment for a severe emotional disturbance,
the worker felt because of the relatively good adjust-
ment mother had made that it was best "not to stimulate
any greater anxieties." Consequently, worker "let mother
set the pace, giving only general advice about children's
needs for successful experience and general emancipation."
Also, although mother did not make social contacts easily,
she seemed to have a tremendous intellectual interest
in social problems, etc.; therefore, worker felt it
advisable to encourage mother's participation in some such
group as the Parent-Teacher Association, thereby focusing
less attention on Fred and creating an outlet for her own
interests and satisfaction.
When this study was made, treatment was still in
process, and Fred seemed to have given up his sleeping
and toilet difficulties. Mother seemed able to handle
these new problems a little differently, not reminding
Fred of them as she had formerly done. Camp placement
was contemplated, but it was felt that Fred was not
ready for this separation from his mother.
At the outset this seems like a very difficult case of an
abnormal mother-child relationship. Certainly a difficult
problems is confronted in attempting to help an only child of
two parents who are themselves very emotionally ill. Here
one sees in an exaggerated form the difficulties an only
child may have when he remains as the sole object of his
mother's attention and when his mother enters into such a
pathologically intimate relationship with him, so that any
.
attempt at aggressive behavior is thwarted and be becomes
extremely dependent on her and unable to break away to get
along with other children his own age.
Because of mother*s own neurosis and subsequent
psychiatric treatment, therapy was deliberately kept on a
supportive level.
Analysis of Social Treatment
The above case studies and the review of the problems
presented by the study group have revealed that the causative
factors in the problems of only children lie in the realm of
the parent-child relationship. The habit or behavior problem
is symptomatic of some deprivation or dissatisfaction in the
child and it is a reaction to some attitude on the pert of the
parent
•
In order to relieve these problems the social worker
may attempt to alter the attitude of the parent (mother) to-
wards her child and thereby help the child to find more
satisfaction from his parent, or help the child to find out-
lets for his needs in some form of sublimated activity out-
side of the immediate family through the use of certain
community resources.
The following table gives an analysis of the kind of
social treatment attempted by the social worker in the
fifteen cases reviewed.

69
TABLE IV
Social Treatment Depleting the Role of the Social Worker
Type of Treatment No. of Cases
Supportive Therapy
a. Establishing worker-parent relationship 15
b. Utilizing this relationship to give
parent guidance through educative
processes 14
Interpretative Therapy
a. How parent's past experiences affect
his present behavior 8
b. How parent’s behavior affects the
child. 8
Use of Community Resources for Therapeutic Purposes
a. For child 10
b. For Parent 5
As it was noted in Leona Hambrecht 1 s^ article, the
establishment of a positive working relationship with the
mother is basic to all treatment. Thus the social worker used
this form of supportive therapy in all fifteen cases. Sup-
portive therapy of this kind is used here in a broad sense.
It involves the total personality of the worker and so many
of her unexpressed attitudes and feelings that are not writ-
ten into the case record. It includes the transference and
the counter-transference of the mother and worker respectively.
It implies the ability on the part of the worker to be an
understanding and sympathetic listener, one who, although
focusing on the child* s problem, is able to understand the
parent and the latter’s behavior. Such attitudes and
1. Supra, p.8

expressions of reassurance, acceptance, and encouragement are
all a part of this kind of therapy. The worker is able to
accept mother's intense feelings of hostility towards the
child and not react to them. By allowing this free expression
of negative feeling, frequently there is brought about an
ability on the part of the parent to see certain positive
aspects of the child's behavior which were not seen formerly.
For example, it is noted in one of the records that ’’the
worker serves as an outlet for some of the mother's hostile
feelings towards Dotty, thus diverting them from the child."
The second subdivision of supportive therapy has an
educative aspect to it and is regarded by some as an inter-
pretative technique. The writer regards it rather as a
supportive device. It was employed by the social worker as a
method of treatment in fourteen of the fifteen cases. In the
one remaining case, the psychiatrist carried on this phase
of the treatment instead of the social worker. This educa-
tive process consists of informing and instructing the parent
about certain needs that a child of a certain age has. This
is frequently attempted by the method of universalizing a
certain problem that the child presents and the needs that
the child has. By this procedure the mother receives re-
assurance and support in that his child is not the only one
who has a certain habit or a specific behavior trait. There
is a relief in knowing that other children do the same thing.
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One finds in the cases studied such statements as ,kThe
worker explained to mother the normalcy of negativistic be-
havior at this age." "Mother is advised to pay less attention
to these outbursts and to petty details as most children go
through this phase." "Mother is reassured about the univer-
sality of petty stealing in young children." "Mother is
advised that children of this age should be encouraged to
do things for themselves and be a little more independent."
Of course, ideally through treatment if a mother is helped
to obtain insight into her own attitude towards the child and
how it affects his subsequent behavior, she will lay less
stress on petty details and the like, and there will be a more
wholesome attitude towards handling the child.
In seven cases interpretative therapy was either not at-
tempted or used on a very limited scale. In six of the seven
cases where interpretative therapy was not attempted, there
was a combination of supportive therapy and the use of com-
munity resources. The reasons why interpretative therapy was
not also used varied. In one case, the parents had come to
the clinic merely because they wanted some general advice about
the upbringing of their child. Supportive treatment plus the
nursery school facility proved adequate and sufficiently help-
ful to both parents and child. The parents came to look upon
the behavior of their child in a different light, as some-
thing quite normal and usual in a child of that age. It should
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"be noted that the problem was not a very serious one at the
outset of treatment and the parents seemed quite mature.
In one case where interpretative therapy was not used by
the social worker, this phase of treatment was carried on by
the psychiatrist. In the five remaining cases, this kind of
treatment played little part because the mothers were too
disturbed by their own deeply-rooted emotional problems or had
too limited intellectual capacity to accept and assimilate
help of an interpretative nature. Treatment with these mothers
therefore, was kept almost wholly on the non-interpretative
level, making use of supportive and environmental help. In-
cluded in this latter group was one mother (Case 15) who had
recently undergone psychiatric treatment herself, and there-
fore it was felt that it would be unwise for the social worker
to attempt interpretative treatment lest she disturb the re-
latively good adjustment the mother had made. Treatment was
thus supportive with the worker explaining in general terms
certain needs of children. Another mother in this group was
referred to a psychiatry clinic for help v/ith her own problems,
and, therefore, little interpretative work was done.
In the eight cases where interpretative therapy was em-
ployed, there are statements like the following in the case
records: ”As mother became aware of her own feelings and how
they influenced the boy’s behavior, she brought less pressure
on the boy.” The child reacted by finding more satisfaction

in his mother’s more positive attitude towards him, and he was
able to give up his unwholesome behavior. Another record re-
veals that "mother was able to see how her own need to do
things fast made her constantly prod the boy, and how he re-
acted to this by dilly-dallying." Still another record states
"mother gradually became aware of her identification with the
child and realized that she got especially angry with the girl
because the latter was showing traits which she noticed in
herself and for which she had been criticized."
In ten cases the social worker made use of certain com-
munity resources for the children. One of these cases in-
volved a hospital referral of a child to a pediatric clinic
because of overweight. Help offered by the hospital resulted
in the girl’s taking more pride in her personal appearance
and building more confidence in herself. The three pre-school
children studied were placed in nursery schools. Nursery
school "helped relieve some of the pressure on both mother and
child. The child "became socialized through the nursery
school experience." Placement of a child in nursery school
had this effect on one mother— "She seemed obviously glad that
the child remained at school all day, as she (the mother)
was able to relax and enjoy herself with her friends for the
first time in years."
Camp was used for five children. In four cases the
camp experience proved quite helpful to the children. It was
a good socializing experience for this group of children who
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had been experiencing difficulty in social contacts with other
children. In the fifth case, the mother withdrew the child
from camp, partly because of the mother’s anxiety about the
boy, and partly because the camp itself physically was not too
satisfactory*
One foster home placement was made In the case of a child
(Case 6) who masturbated excessively, was enuretic, and had
feeding and sleeping difficulties. This placement was based on
the feeling that the child "needed to feel some secure parental
relationship and also be free from the emotional turmoil at
home” which caused her to react with the above symptoms. While
in this foster home, the child put on weight and the symptoms
cleared noticeably.
In five cases the use of community resources for the
mother was thought to be helpful. In three cases the worker
encouraged and assisted the mother In finding work as it was
felt that work served to fill an important need in these
mothers. It was an outlet by means of which some of the un-
wholesome attitudes toward the child were diverted. In one
case, the social worker referred a mother to a psychiatry
clinic because the worker was not equipped to give the mother
the intensive treatment she need. One mother was encouraged
to join a Parent-Teacher Association and other club3, partly
to bring mother some satisfaction and social prestige,
partly in an effort to help remove the child from the con-
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CHAPTER VI
SUMARY AND CONCLUSIONS
In this study an attempt has been made to determine the
nature of social treatment of the only child at a child
guidance clinic, and has been based on fifteen selected cases
studied from the records of the Habit Clinic for Child Guidance
in Boston. The cases covered a two-year period from June, 1942
to September, 1944.
An analysis of these cases revealed that this particular
group of only children were, on the whole, a little younger
than the total clinic group. The difference, however, was
very slight and may have occurred only because such a small
number of cases was. studied.
The mean I. Q. of the group was 115. This was not, how-
ever, a true figure for the total group of only children seen
at the Clinic, since it must be remembered that this was a
selected group as those of subnormal intelligence were
eliminated from further study.
The group studied presented thirty-one personality
problems and twenty- seven habit problems. Many of the
specific personality or behavior problems precipitated
difficulties in social contacts with other children, of which
there were eighteen problems. The most outstanding individual
personality difficulties were overdependency, a need for
emancipation of the child from his parents, and attention-
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gaining mechanisms, such as demanding of constant attention
and negativism.
In an effort to alleviate the problems of these children,
the social worker used three types of social treatment, con-
sisting of supportive therapy, interpretative therapy, and the
use of community resources for therapeutic purposes. Sup-
portive therapy included the basic establishment of the worker-
parent relationship, and then the use of this relationship
to give the parent guidance through various educative processes,
such as universalizing the needs of children.
Supportive therapy was basic to all other kinds of treat-
ment and was used in all fifteen cases. In one case it proved
sufficient, together with the use of the nursery school, to
work through the problem for which the child had been re-
ferred. The parents here had enough insight and emotional
stability to use this kind of generalized advice and reas-
surance without need for further help.
In eight cases supportive therapy was combined with
interpretative therapy. Interpretative therapy consisted of
giving the parent insight into how his behavior affected that
of the child. ’’Tiether or not the worker goes on to use
interpretative therapy depends first on the kind of relation-
ship established by the w orker through supportive therapy.
Without the establishment of a positive relationship between
worker and parent, other measures of treatment, such as
interpretation, cannot be productive of beneficial gain to
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either parent or child. The use of interpretative therapy
was dependent upon the parent's emotional and intellectual
capacity to accept its implications. The criterion for what
kind and how much help was given to a parent was based on how
much the parent could accept and digest in view of his own
personality limitations.
Thus, in seven cases where Interpretative
. therapy could
not be effective to alter significantly the parental attitude
so that the child could find more satisfaction in his relation-
ship with his parent, the social worker attempted to be as
helpful as possible by using supportive therapy combined with
community resources. Community resources were used for both
parent and child. In ten cases community resources were
employed for the child. These included the use of camp for
five children, the nursery school for three children, a foster
home placement for one child, as well as referrals to other
social agencies and hospitals for others.
Community resources were used for five parents (mothers)
.
This type of help included assistance for three mothers in
finding work opportunities as an outlet for their needs. Also,
there was a referral of one mother to a psychiatry clinic for
more intensive psychotherapy than the social worker was
equipped to give. Through the use of these resources, both
parent and child obtained certain satisfactions that made them
feel more at ea^e than they had formerly been.

The writer feels that the methods of treatment reviewed
and discussed in this study can be applied to all child
guidance case work situations.
Because the social worker has encountered considerable
difficulty in attempting to help many parents change their
attitude towards t-heir child, the writer recommends the further
development of tools and techniques that can be used in social
treatment. This is especially important to consider in explor-
ing additional community resources so that the child may at
least find some substitute satisfactions outside of the home.
For the only child this is particularly significant.
The waiter also recommends future research and study to
determine how great a problem onliness, itself, is, and how it
can be treated.
Richard K. Conant, Dean
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Age at Time of Referral
Sex
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Intellectual Development and School History
Play Life-- Social Behavior
Personality
Treatment
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therapeutic interviews with patient
Social Treatment (The role of the social worker)
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